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Inflammatory pseudotumors are rare neoplastic lesions of
the lung with unknown etiology.1,2 They histologically con-
tain inflammatory and mesenchymal cells and are often con-
fused with carcinomas. Preoperative diagnosis can rarely be
established.3 The treatment of choice is surgical resection,
which has both diagnostic and therapeutic value.1 In this
study, we report the management of 11 cases of inflamma-
tory pseudotumors in our clinics. 
Eleven patients (male/female ratio 10:1, mean age 45.1
years) who had the postoperative diagnosis of pulmonary
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inflammatory pseudotumor in our clinics between 1991 and
1997 were included in this study. Exploratory thoracotomy
was performed in all patients to establish the exact diagnosis.
All of the patients but 1 had symptoms, the most common
symptom being cough (n = 9, 82%). Only 3 of the patients
had a history of lung disease. In all of the patients, sputum
smear showed no abnormalities and cytologic examination of
the sputum revealed no atypical cells. The chest x-ray film
demonstrated a well-defined pulmonary mass, nodular shad-
ows, or a solitary lesion in 6 patients and ill-defined lesions
or infiltrates in the remaining 5 patients, 1 of whom had an
intrapulmonary calcification (Fig 1). Bronchoscopic exami-
nation did not reveal endobronchial lesions and bronchoalve-
olar lavage could not disprove the diagnosis of atypical cells
in any patients. Stained smears of bronchoalveolar lavage
specimens were negative for mycobacteria. Random percuta-
neous needle biopsy specimens from suggestive areas in 3 of
the patients established no diagnosis. The results of scalene
node biopsy obtained in 5 of the patients were not diagnostic.
All of the patients underwent exploratory thoracotomy for
the definitive diagnosis. Resection was performed in 9 of 11
patients (82%). The surgical procedures are listed in Table I.
Only biopsy tissue was obtained in 2 patients whose lesions
were unresectable because of mediastinal invasion. The
lesions were right-sided in 8 patients (73%), left-sided in 2
(18%), and bilateral in 1 patient (9%). There was no endo-
bronchial involvement. The postoperative follow-up period
ranged from 2 months to 6 years. There were no perioperative
deaths, but 2 patients with mediastinal invasion died of respi-
ratory failure 13 and 18 months after the operation. A bron-
chopleural fistula that developed after a right pneumonecto-
my was managed with intrathoracic muscle transposition.
The rest of the patients remained relapse free for the follow-
up period. 
Previous studies report inflammatory pseudotumor to
comprise 0.7% to 1% of all bronchopulmonary neoplasms.1,2
However, it is the most common benign lung tumor in chil-
dren under 16 years of age.1,2,4 Inflammatory pseudotumor,
although it can develop at any age, is mostly a disease of
young adults. The mean age was 45.1 years in our series with
a range of 18 to 65 years. Only a small portion of patients
with inflammatory pseudotumor is reported to have symp-
toms.4 In our study group, however, all but 1 patient had
symptoms, although they were mild and nonspecific.
Laboratory investigations have no role in the definite diag-
nosis of inflammatory pseudotumor. Cytologic examination
of specimens of sputum and bronchoalveolar lavage will not
disprove the diagnosis of malignant cells.2 The importance
of these methods is to detect an active inflammatory disease
such as tuberculosis or malignant neoplasms. However, pos-
itive sputum examination for acid-fast bacteria does not
exclude the diagnosis of inflammatory pseudotumor.
Endobronchial involvement is rare in inflammatory pseudo-
tumor, and it is also difficult to diagnose such involvement
by tissue biopsy or percutaneous needle biopsy.2 There was
no endobronchial involvement in our patients. Radiologic
examination is helpful to detect the lesion but nonspecific for
the disease. Inflammatory pseudotumor generally represents
itself as a solitary pulmonary nodule or mass with well-
defined borders. Pulmonary masses with irregular borders,
pneumonic infiltrations, consolidations, and atelectasis are
rarely seen.2,4 Sometimes calcification may be seen.1,2 In 2
of our patients the lesions involved the mediastinum; in 1
of them it was bilateral and in the other there was calcifi-
cation. In the differential diagnosis of inflammatory
pseudotumor, sclerosing hemangioma, pseudolymphoma,
malignant proliferation of plasma cells, localized organiz-
ing pneumonia, and noninfectious granuloma of the lung
should be considered.
Surgical resection is the treatment of choice in inflamma-
tory pseudotumor1,4 because surgery enables both definitive
diagnosis and complete cure. The surgical approach to
inflammatory pseudotumor is limited resection.2,5 Enucle-
ation is not preferred because of the risk of recurrence. The
prognosis is good. The recurrence rate is low in most series.5
In our group, complete resection was not possible in 2
patients who had mediastinal involvement, but resection was
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Fig 1. Chest x-ray film demonstrates a pulmonary inflamma-
tory pseudotumor in an 18-year-old man. It represents a well-
defined mass that also contains calcification. The mass
involves both the middle and lower lobes of the right lung and
extends to the hilar region. The patient underwent a right
pneumonectomy.
Table I. Surgical procedures in patients with inflam-
matory pseudotumors of the lung
Patients 
Surgical procedure No. %
Lobectomy 4 37
Pneumonectomy 2 18
Wedge resection 2 18
Segmentectomy 1 9
Biopsy (in resectable cases) 2 18
Total 11 100
successful in the other 9 (83%) patients, and none of them
had a recurrence. 
In conclusion, patients who have lung lesions resembling
lung carcinoma on chest x-ray films but have negative sputum
and bronchoscopic biopsy examinations for malignant cells
should be investigated for inflammatory pseudotumor.
Exploratory thoracotomy will establish the definitive diagno-
sis and allow resection in these patients. 
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